The aim of the present research was to extract the structure of family practices in multifunctional long-term care in a small group home by focusing on practices offered to families that are not present in conventional in-home support services. Semistructured interviews were conducted with 18 care providers and four users' family members. Four categories and 16 subcategories were extracted. In multifunctional long-term care in a small group home, staff engaged in the practices of becoming a part of family life, drawing out the nursing care capabilities of family members, and constantly speaking about the future with office staff and family members so that elderly users with dementia could live while being respected as people.
Introduction
Many countries are learning by trial and error about better lifestyles for elderly people with dementia and their families as these countries approach a super-aged society. In 2016, Japan's rate of aging was 27.3%, 1 which is the highest the world has seen from 2005 to the present. However, it is predicted that in the future, population aging will proceed rapidly in other countries such as South Korea and Singapore. 2 In Japan, in-home medical care and nursing care are being promoted. In addition, as the practice of family members providing nursing care is emphasized culturally, families face many challenges in providing nursing care for the elderly in their homes.
As the Japanese population ages, the number of people with dementia is expected to increase. Dementia places a huge burden on the family members providing nursing care due not only to its core symptoms but also to the behavioral and psychological symptoms of dementia. Respecting elderly people with dementia as individuals and providing support and person-centered care (PCC) by seeing things from the elderly person's viewpoint are being focused on as factors that mitigate the behavioral and psychological symptoms of dementia. Symptoms of dementia are influenced by cognitive function, personality, life history, health, sensory function, and psychosocial interactions with the surroundings. 3 In other words, the practice of arranging a living environment where the individuality of an elderly person is protected is necessary for elderly people with dementia and their families. Related research focused on the living environments of elderly people with dementia at small-scale living facilities as compared with traditional nursing homes for the elderly. [4] [5] [6] [7] [8] [9] [10] [11] [12] Multifunctional long-term care in a small group home (called shokibo in Japanese) is a new type of service to support in-home lifestyles in Japan. 13 Shokibo were institutionalized and initiated through an amendment to the Long-Term Care Insurance Act in 2006. In 2007, the number of locations surpassed 1,000 nationwide, and in the future, the goal is to establish a location for each elementary/middle school district. These group homes provide daytime commuting services, temporary lodging, emergency or nighttime nursing care visits, and in-home service to elderly individuals requiring nursing care and their families in a seamless and unified manner. The services offered differ from conventional services in that all the above are provided at one location, meaning it is possible to understand and respond to changes in a user's mental or physical condition over a moderate to long period without them being separated from familiar staff members. Now, about 10 years on from this institutionalization, the number of actual users of these services has increased to 84,000 people at approximately 5,000 locations across Japan.
The aim of the present research was to extract the type of care that is emphasized and the structure of family practices in multifunctional long-term care in a small group home by focusing on practices offered to families that are not present in conventional in-home support services.
Methods

Data Collection
The following all-inclusive criteria were used for the participants. Care providers: shokibo administrator, nursing care support specialist, nurse, or others with at least 1-year experience as a shokibo worker. Users' family members: of the families of users involved with a shokibo for at least 1 year, the family member who was recognized as the person most involved in the user's care at the service location who could be interviewed. Requests to participate in the study were mailed to 78 facilities from the Welfare and Medical Service Network System in the 23 wards of Tokyo at which service was initiated approximately 3 years earlier or was externally evaluated, or service locations at which full-time/concurrent nursing staff are enrolled.
Ethical Considerations
Approval to conduct the study was obtained from the Committee on Human Research at Sophia University (No. 201210). All participants provided written informed consent to participate in the study before interviews were conducted.
Data Analysis
Analysis was conducted using the constant comparative method of the grounded theory approach. 15 Categories were drawn from the data and then pulled together through theoretical links to direct future analysis of the data. Analyses began with the care providers. Once approximately 10 interviews with care providers had been completed, the results were used to create a guide for the users' families centered on "practice structure" and interviews were conducted. Analyses of interviews with users' families were conducted while keeping in mind the structure of practices extracted from the care providers. Thereafter, interviews were alternately conducted with care providers and users' families.
Results
Participants
In total, 18 care providers responded to the interviews. Of these, 11 were supervisors and seven were staff members such as nursing leaders. The interview time totaled an average of 47 ± 30 minutes. All were conducted in one room at the service location where privacy could be maintained.
Regarding the service locations with which the care providers were affiliated, four were independent service locations and 14 had parent organizations such as medical corporations or nursing welfare corporations. Within the structures of the service locations, five facilities were joint establishments with group homes and housing specializing in elderly individuals. Accepted users were primarily those with dementia, and three facilities stated that they were involved with users' families in planning the users' end-of-life care.
There were four users' family members whose relationships with the users were biological child (one eldest daughter/one eldest son) or child-in-law (two wives of the second son), and all were aged from the late 40s to late 60s. All family members were interviewed in their homes.
Practice Structure
Regarding family practice structures provided by multifunctional long-term care in a small group home that are not present in conventional in-home support services, four categories and 16 subcategories were extracted (Table 1) . They are discussed in detail below.
Multifunctional long-term care in a small group home implemented the practice of becoming a part of the user's life. Namely, shokibo staff "had a role as a member of the user's family" and, as such, did not balk at "flexibly responding even to sudden circumstances" and were "connected 24/7." More than anything, "building relationships with familiar faces" was something not present in other medical care/nursing care services.
When (family members) suddenly have to work overtime and (are unable to return home), but (the user) returns home at the usual time, those with reduced cognitive function but preserved physical function unfortunately tend to go outside. These users are the most prone to accidents, so we say, "Well, we'll take care of them until 8 PM that day." This flexibility allows the family to continue working. This is what is required of shokibo. (Supervisor) To become part of the user's and family's lives, shokibo staff always endeavored to have a practice of speaking with the family about the future. Here, "a thorough discussion at the time of the contract" and "focusing on what the family desires" were carried out. This was also responsible for "connecting to other necessary professions" with good timing by "presenting past medical opinions."
Family members constantly ask things like, "How long will this last?" and "For how long will you be able to look after them?" During these conversations, we speak about the future, such as "If they sustain a fracture and are hospitalized, what should we do if they remain unable to stand?" and "If that happens, they may become unable to eat meals; what should we do?" (Staff member) However, rather than listening to the requests of the family unconditionally, "specifying what the family should do" and "confirming boundaries" were focused on. Furthermore, in the practice of drawing out family support, the community was also included through "making use of family meetings" and "familiarity with the community and nurturing the community."
Because 2 days a week are now generally days off, we begin by thoroughly discussing these days off with the family. For example, we ask the family, "Use one of these days for yourself, but please use the other day for your mother." If we say, "We cannot do that," families decline the use of our services, whereas if we say, "We can do that," all the nursing care is left to us. In shokibo, we provide support by concentrating on the necessary load when needed. (Supervisor) Last, with subcategories such as "delving into the user's past and future," "staff do not think or provide care independently," and "considering improvements based on staff/whole family understanding," the foundation was a "practice of always sharing the big picture of the user between staff/family," which enabled "comprehending the overall picture at care conferences."
If there are 10 staff members, all 10 will observe a single user differently. Each staff member will constantly share their observations, such as what they thought and how they felt, and we ask the people who are capable of such sharing to pick up and drop off users and to enter users' homes to do things. (Staff member)
Family Interview
The way in which the four practice structures were discussed in the case of one of the four users' families is presented below. Ms. C (late 40s-year-old woman) had lived apart from her parents for close to 30 years after becoming an adult. Two and a half years ago, her father developed higher brain dysfunction from a cerebral hemorrhage and was hospitalized for approximately 2 months. After his discharge, Ms. C's mother provided him nursing care at home for about half a year. Ms. C recalls her father as cheerful and optimistic, an old-school man who accepted his situation and did his best, and who treasured his children's individuality. Ms. C's father suffered no paralysis as a sequela of his cerebral hemorrhage and had no problems with activities of daily living; however, he sometimes became confused without awareness of his condition, and home nursing care became difficult for Ms. C's mother to handle alone. Ten months after the onset of her father's condition, Ms. C (the eldest daughter), her younger brother (the second son), and Ms. C's own son also began helping out with the nursing care and thus began using shokibo.
One year passed, during which time Ms. C's father's vascular dementia progressed. Ms. C recalls how the shokibo staff advised her family of four not to overexert themselves with a 24-hour, 7 days a week nursing care system (practice of drawing out family support), and how they helped her by interweaving services such as day care, overnight stays, and home visits to fill in the gaps (practice of becoming a part of the user's life).
About 6 months before he passed away, Ms. C's father developed difficulty swallowing and the office proposed speaking about the future (practice of speaking with the family about the future). When the family (wife, Ms. C, and the second son) conveyed their desire to avoid having Ms. C's father hospitalized if possible, the office discussed preparations and support up to the point of end-of-life care due to the family's desire and the presence of a cooperation system. Six months later, Ms. C's father passed away, but Ms. C felt that throughout the process, the shokibo administrators and care managers, as well as the shuttle bus driver and many of the staff, had understood the various expressions of her father and shared these with her family (practice of always sharing the big picture of the user between staff/family).
Discussion
In small-scale, homelike facilities, functional status and cognitive performance are favorably maintained compared with individuals living in traditional nursing homes. 12, 16 Furthermore, the burden of care is less for family caregivers. In a separate report by the same authors, both family caregivers and staff who were interviewed stated that for the care receiver (user), they embraced more positive emotions and there was more respect for autonomy in daily life than in a nursing home. 9, 10 In that survey, small-scale, homelike facilities were said to be facilities in which six to eight individuals received care in a family-like environment. Regarding the shokibo in the present study, as shown by the practice of Research in eight European countries has also found that interruptions to daytime schedules are strongly associated with the family carer's burden of nursing care. 17 This is the practice of making arrangements for flexible care service, and, as pointed out by Katahira and Tsukasaki, 18 making arrangements to become a part of a user's and the user's family's lives at home is a major feature of this practice.
End-of-life care is also discussed in 17 practice reports of nurses involved in shokibo in Japan 18 which state that users need to be watched over until end-of-life care. A higher proportion of people die at medical institutions in Japan than they do in other countries. As the population of Japan ages, emphasis is not being placed on end-of-life care at medical institutions but on end-of-life care at home or at nursing institutions. In Japan, the rise in mortality rates at nursing homes for the elderly is attributable to institutional policy and family desires, not the placement rate of physicians and nurses. 19 In the interviews in this research, family members described being refused admission by long-term care facilities as their greatest fear, and how they perceived shokibo as a service that provides support until the end. In other words, the practice of speaking with the family about the future requires providers of support to focus on the future of the elderly person with dementia and their family and think about this future together with the elderly person and their family until the time of end-of-life care.
The objective of shokibo in Japan is to provide support so that users can live a little longer at home. The practice of drawing out family support is therefore almost equally as vital as maintaining the physical and mental health of users. However, it has long been pointed out that the practice of becoming a part of a user's daily life and watching over the user until end-of-life care makes less and less financial sense the more it is provided in good faith. After the 2015 revisions to medical service fees, the Multifunctional Long-term Care in a Small Group Home Association in Japan surveyed each office regarding their acquisition of additional insurance points.
14 For example, although 80% of the offices had acquired additional points to strengthen comprehensive management systems, half of the offices responded that workloads had increased as a result. In their research, de Rooij et al 5 compared traditional nursing homes for the elderly with small-scale, homelike special care units and found that scores for social relations and positive affects were higher among residents of small-scale, homelike special care units, where family carers were also in contact with nursing staff more often and consequently more satisfied. 6 Users of smallscale, homelike special care units also experienced less decline of cognitive function. 16 However, Verbeek et al 9 found no differences in job satisfaction and motivation among staff, and de Rooij et al 4 found that emotional strain was greater in carers at small-scale, homelike special care units. The five perspectives necessary to understand symptoms of dementia in PCC are brain damage, personality, life history, health, and environment. Furthermore, when an elderly person with dementia exhibits behavior that is troublesome to the family in PCC, the unmet needs of the family are considered and emphasis is placed on connecting the family to many people in society. PCC is not just intended for elderly people with dementia but is also said to empower carers. 20, 21 The practice of always sharing the big picture of the user between staff/family extracted in this research has elements in common with the concept of PCC, and it also corresponds to providing care in a team and involving the family, which is the position statement of the Japan Geriatrics Society on end-of-life care for elderly people.
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Conclusion
Four categories and 16 subcategories were extracted from interviews with 18 administrators and four families of users as practices adopted for elderly people with dementia and their families that value connections with the community. However, some of the offices that collaborated in this research could have had strong motivations. Despite this limitation, multifunctional long-term care in a small group home that is intended to support users in the sphere of everyday life (for each middle school district) promises to be the trump card of future home care that supports the family lives of elderly people with dementia living in Japan.
